Two cases of aberrant muscle bundle causing obstruction to right ventricular outflow are described. The relatively large number of cases collected by authors seems to indicate that the condition is more common than generally suspected. The fact that the aberrant muscle traverses the right ventricular cavity from the region of the crista supraventricularis to the lower part of the anterior wall of the right ventricle suggests that it takes its origin from the oblique component of the moderator band. Since two chambers in the right ventricle may be formed from a diaphragmatic type of infundibular stenosis, the term aberrant muscle bundle is preferred to two-chambered right ventricle. The need to separate this entity from other types of infundibular stenosis is emphasized because of the important surgical implications. The The apex beat was in the normal position; no thrill or parasternal lift was present. A pansystolic murmur, grade 3/4, was heard maximally at the left sternal border at the level of the 3rd intercostal space. The second heart sound was single.
Other systems were normal. The electrocardiogram showed an R/S ratio of I:i in Vi and a dominant R wave in V3R and V4R. T waves were inverted in the right praecordial leads. X-ray examination of the chest was within normal limits. Cardiac catheterization suggested the presence of a bidirectional shunt which was mainly from right to left; the findings are shown in Table i . The withdrawal tracing indicated the presence of an infundibular chamber (Fig. i) . Right ventricular angiogram revealed a constant filling defect in both the anterior and the lateral views (Fig. 2) . A large aberrant muscle bundle was found at operation attached to the crista supraventricularis at one end, and the anterior wall of the right ventricle on the other. shows the muscle bundle transsected. The whole of the aberrant muscle bundle traversing the right ventricular cavity was excised, and a ventricular septal defect, I-5 cm in diameter, was repaired.
The pulmonary valve and the rest of the outflow tract was normal. The patient had an uneventful recovery, and was discharged well.
Case 2 A girl of ii was cyanotic since the age of 3, and had frequent episodes of chest infection. She admitted to squatting after exertion, and poor exercise tolerance. Family history was not relevant.
Her height was I4I cm, body weight 2I kg.
Cyanosis and clubbing of fingers and toes were present. The jugular venous pressure was not raised. Blood pressure was go/60 mmHg. The apex beat was on the sth intercostal space within the midclavicular line. A systolic thrill was present at the left sternal border at the level of the 3rd intercostal space. The associated systolic murmur was graded as 3/4. The second heart sound was single, and other systems were normal. The electrocardiogram showed a dominant R in Vi and V3R. X-ray film of the chest with barium swallow suggested a right-sided aortic arch. Cardiac catheterization findings were consistent with tetrad of Fallot, and the withdrawal tracing from the pulmonary artery to the right ventricle did not show an infundibular chamber. Table i shows the pressures and oxygen saturation at catheterization. The anterior and lateral views of the right ventricular angiogram show the aberrant muscle bundle during systole only (Fig. 4) (Cleland et al., I969) . Furthermore, aberrant muscle bundle associated with other congenital heart anomalies such as aortic stenosis, subaortic stenosis, mitral insufficiency, cor triatriatum, and some unusual anomalies have been described in infants (Hindle et al., I968) .
In I96I, Grant, Downey, and MacMahon described the presence of oblique fibres running from the region of the crista supraventricularis to form the major component of the moderator band. The authors indicated that hypertrophy of the oblique component of the moderator band could cause obstruction to blood flow. We feel that the aberrant muscle bundle probably originates from these fibres, since they cross the cavity from the (Fig. 4) 
